Abstract. This paper assesses what health workforce 'sustainability' might mean for Australia and New Zealand, given the policy direction set out in the World Health Organization draft code on international recruitment of health workers. The governments in both countries have in the past made policy statements about the desirability of health workforce 'selfsufficiency', but OECD data show that both have a high level of dependence on internationally recruited health professionals relative to most other OECD countries. The paper argues that if a target of 'self-sufficiency' or sustainability were to be based on meeting health workforce requirements from home based training, both Australia and New Zealand fall far short of this measure, and continue to be active recruiters. The paper stresses that there is no common agreed definition of what health workforce 'self-sufficiency', or 'sustainability' is in practice, and that without an agreed definition it will be difficult for policy-makers to move the debate on to reaching agreement and possibly setting measurable targets or timelines for achievement. The paper concludes that any policy decisions related to health workforce sustainability will also have to taken in the context of a wider community debate on what is required of a health system and how is it to be funded.
Introduction
In May 2010 the World Health Organization (WHO) Global Code on international recruitment of health professionals was approved by the World Health Assembly. 1, 2 The Code sets out a range of practical and 'ethical' aspects of international recruitment of health workers, including an emphasis on health workforce 'sustainability' (Articles 3.6 and 5.4). This places an emphasis on developed, 'recruiter' countries making more effort to meet their health workforce requirements from their own resources. The aim is both to reduce the potential negative effect of outmigration of skilled health workers from the developing world, and to encourage improvements in the efficiency of workforce planning at country level. As WHO had noted 'The concept focuses on strengthening national health worker education. More broadly, achieving self-sufficiency or sustainability in the health workforce is about effective retention and deployment of available workers'. 3 International migration of health workers is a complex issue, not fully captured by simplistic 'brain drain' arguments, as many health professionals move on their own initiative, for career development, security, or to find a job. 2 Active international recruitment of health workers can be a relatively low cost compared to meeting the expense of domestic training in Australia or New Zealand, it can be a flexible quick fix to national health-worker shortages, and has been an attractive policy for governments in many countries. Australia and New Zealand have both been highly reliant on international recruitment to meet their health workforce requirements. Both countries cast their recruitment net widely, but have a pronounced effect on the Pacific islands. 4 New Zealand is also a major 'source' country of international recruits -mainly for Australia -emphasising the point that some countries are both major 'sources' and 'destinations' for migrant health professionals.
The governments in both countries have also in the past made policy statements about the desirability of health workforce sustainability or self-sufficiency, a concept that could now take on a greater resonance and prominence with the adoption of the WHO Code. This paper assesses what health workforce 'sustainability' might mean for Australia and New Zealand, given the policy direction set out in the WHO Code, and within the broader context of health labour market dynamics and government policy in the two countries.
Background
Australia and New Zealand have a high level of dependence on internationally recruited health professionals relative to most other OECD countries. Fully comparative and reliable data are limited, but recent statistics from the Organisation for Economic Co-operation and Development (OECD) gives some insight. 5 In terms of 'stock' of health workers, one in three doctors in New Zealand was determined to be foreign trained, as was one in four doctors in Australia (see Fig. 1 ). Health workforce data collated by the Australian Institute of Health and Welfare 6, 7 confirm that about one in four doctors, and one in six nurses working in Australia is internationally trained.
The five countries with highest reported levels of foreigntrained doctors, out of 14 OECD countries for which there were comparable data, all were predominantly English speaking. There are significant flows of doctors, nurses and other health professionals within these English-speaking countries -for example, nurses from UK to Australia 8 and doctors and nurses from New Zealand to Australia, 9 but also significant inflows from less developed countries in Africa, Asia and the Pacific. Australia has placed a major reliance on international recruitment from countries such as India and South Africa to staff hard-to-fill medical posts in rural and remote health services.
Although the OECD 'stock' data do not tell us when these doctors arrived in the country, or by which route, it does give some indication of how achievable a target of 'self-sufficiency' or sustainability might be, if this is a concept based on meeting health workforce requirements from home-based training. There has been significant recent growth in the intakes to medical schools in Australia. This will lead in turn to an increase in 'new' supply. By 2014 it is projected that the number of medical-school graduates will increase to 3786, an increase of almost 77% from 2008 and 170.4% from 1999. 10 This may reduce future reliance on international recruitment, but currently both Australia and New Zealand fall far short of meeting their own staffing requirements, and continue to be active recruiters.
What is sustainability?
Article 3.6 of the WHO Code notes that 'Member States should strive to create a sustainable health workforce and work towards establishing effective planning, education and training, and retention strategies that will reduce their need to recruit migrant health personnel'. The Code places the onus on member states to become more effective in their own training and planning, to become more sustainable in their use of their own health human resources and so reduce their level of reliance on international recruitment. The Code also makes it clear that individual health workers should have the right to migrate if they wish.
The concept of self-sufficiency and sustainability has already been highlighted, if not fully debated or realised in Australia and New Zealand. In Australia health workforce 'self-sufficiency' was formally recognised as a policy goal in 2004, as principle 1 of the National Health Workforce Strategic Framework, 11 which stated: 'Australia should focus on achieving, at a minimum, national self-sufficiency in health workforce supply, whilst acknowledging it is part of a global market'. The Framework was developed to guide national health workforce policy and planning to 2014. It was endorsed by Australian Health Ministers in 2004 and by the Council of Australian Governments in 2006. 12 However, the Strategic Framework itself did not define selfsufficiency, and it was recognised that the term was capable of different interpretations. An alternative view was set out by the Productivity Commission report on health workforce in 2005. 13 This recognised Australia's current reliance on an internationally trained health workforce and acknowledged the need for a more sustainable approach, but also recommended a review of whether the self-sufficiency principle was '. . .unduly restrictive given the international nature of the health workforce and, if so, how the principle should be interpreted in practice. . .' (p. 40), also noting that: 'importantly, access to internationally trained health workers provides a valuable avenue for skills transmission and through this productivity gains. . .' (p. 39).
More recently, the interim report of the Australian National Health and Hospitals Reform Commission has noted that high levels of reliance on internationally recruited doctors 'is neither sustainable, nor ethical' and has recommended that 'Australian health workforce policy should be guided by the long-term aim of ensuring that we are self-sufficient on a net basis across all categories of health professionals'.
14 This issue was less evident in the final full report from the NHHRC.
The case of Australia highlights that making a general policy statement about health workforce self-sufficiency is easier than F r a n c e A u s t r i a B e l g i u m N e t h e r l a n d s D e n m a r k F i n l a n d C a n a d a S w e d e n S w i t z e r l a n d A u s t r a l i a
I r e l a n d The limitations of making a simple high level policy commitment to health workforce sustainability, without thinking through the implications of being just one resource constrained health labour market connected to many more has been highlighted by the case of New Zealand. New Zealand is the developed country identified by OECD with the highest level of inflow and outflow of health professionals. 9 It recruits from many countries but also loses many doctors and nurses, including recently international recruits, to Australia. In part the high level of international recruitment to New Zealand is an attempt to compensate for the high level of outflow of doctors to Australia.
Policy statements by New Zealand governments have highlighted that 'consideration should be given to New Zealand becoming net self-sufficient for medical graduates' (p. 19) 15 but as the authors of the recent OECD report 9 on the NZ healthcare labour market noted 'the fact that the idea of selfsufficiency has gained importance in New Zealand might be surprising. New Zealand is indeed a very open economy and immigration plays an important role in most economic sectors . . . In this context, it is not totally clear what self-sufficiency means and which policies will ensure it' (p. 23).
The debate on health workforce self-sufficiency or sustainability in Australia and New Zealand has therefore highlighted two important issues. First, there is no common agreed definition of what health workforce 'self-sufficiency', or 'sustainability' is in practice, and there are differing views on its desirability or achievability under any working definition. Second, now that there is a Global Code, without an agreed definition it will be difficult for policy-makers nationally and internationally to move the debate on to reaching agreement and possibly setting measurable targets or timelines for achievement. Similar conclusions have been drawn about the issue in other policy contexts. 16 
Measuring sustainability
The WHO definition of sustainability as set out in the Code is broad brush. Another recent WHO publication 17 does give a specific measure of 'national HRH self-sufficiency': the proportion of nationally trained health workers in the health workforce (p. 29). This simple measure of workforce 'stock', derived from the type of data used by OECD and shown in Fig. 1 , would point to both Australia and New Zealand being well short of selfsufficiency. This measure has utility as a simple indicator, and as such will be attractive to policy-makers, and has prospects of becoming the most used indicator. It does, however, have limitations that will have to be acknowledged. First, it does not capture the dynamism and possible change in level of health workforce flows. It cannot show if most international health workers have just arrived in the country, or have been in the country for many years. Another issue is the monitoring focus at 'national' level. In federated countries with devolved responsibility for health policy and health workforce, there can be significant variations in approaches to international recruitment, and different levels of 'self-sufficiency'. For example, NIHW data in Australia 7 show that about one in six nurses (15.5%) in 2007 indicated that they obtained their first qualification in a country outside of Australia, but there was marked variation at State level.
Western Australia had the highest proportion of overseas-trained nurses (26.3%), whereas Tasmania had the lowest (5.8%).
Can health workforce sustainability be achieved?
The linked, but bigger question is not can sustainability be measured, but can it or should it be achieved? This question clearly carries with it additional policy baggage within the health and education sectors -funding streams, resource allocation, expansion of education facilities, implications for clinical placements, relative and absolute pay levels, etc. It also raises broader questions about a country's policy stance towards immigration of skilled and qualified personnel. Where there are extant and strong migration links between 'developed' countries such as New Zealand to Australia, this will also have to be taken into account.
The New Zealand case emphasises the importance of linking policies across sectors and highlights the potential risks of uncoordinated and inconsistent approaches to HRH migration and broader aspects of HRH planning. If WHO (and by implication Australia and New Zealand) are to be serious about national level health workforce sustainability as a policy target, this will require a coordinated action across different government departments, underpinned by a commitment to shifting reliance away from high level active international recruitment, with all the commensurate policy shifts and resource challenges that this would require. Expansion of home-based training, improved retention, and more effective skill mix may all be policy goals in their own right, and may contribute to achieving greater degree of sustainability, but cannot be achieved overnight. They also bring complex challenges of policy co-ordination and calibration. In particular, expansion of home-based training is not a quick fix. The training pipeline for health professionals is between 4 to 15-20 years, depending on the profession and the extent of specialisation -much longer than the term of most governments. The current increase in home-based training of doctors in Australia, for example, 10 will take 10 to 20 years and more to achieve a full-policy pay back. Many of the politicians and policymakers that have to deal with the increased supply of doctors next decade will not be the same ones who made the decisions to increase domestic training at the beginning of this decade.
Policy decisions to increase or decrease the size of the inflow to home-based training are often criticised years later for having 'got it wrong' -for training too many, or not enough. This is another reason why international recruitment is attractive to policy-makers. It can be 'switched' on or off relatively easily, with staffing increases or reductions happening in a matter of months rather than years. Many national policy-makers will be reluctant to let go of the flexible policy switch that is international recruitment.
Any discussion and subsequent policy decisions related to health workforce sustainability will also have to taken in the context of a wider community debate on what is required of a health system and how is it to be funded. Governments in Australia and New Zealand have a great opportunity and a responsibility to drive significant health system restructuring to allow for a greater focus on prevention, a broadening of roles for health workers and an increased focus on productivity across the acute and chronic care sectors. This restructuring would of itself have significant effects on health workforce requirements and thus affect the international flows of health workers.
